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injury prevention. Some private groups contribute considerable financial support for the operation of specific kinds of facilities; for example, the Kiwanis International Organization has underwritten creation of pediatric trauma centers, and the Shriners have given special support to burn centers. Many other organizations concerned with child health and welfare are potential advocates for EMS-C on the national, state, and local levels. Some of these might include the Children's Defense Fund, the Children's Safety Network, church groups, Mothers Against Drunk Driving (MADD) and Students Against Drunk Driving (SADD), Parent-Teacher Associations, scouting organizations, YMCAs and YWCAs, and sponsors of organized sports for children. These organizations only begin to illustrate the many groups that are currently active (or that might become active) in efforts to prevent injury and illness in children and to ensure high-quality emergency care for children who need it.
Funding for EMS Systems
Funding mechanisms and levels for EMS systems are difficult to summarize. They vary across the components of systems, across systems within a state, and across states. At the local level, public funding (from local revenues or state allocations) may support or subsidize prehospital care as a public service similar to police or fire departments; some systems use subscription or fee-for-service approaches instead of or in addition to public funding. Some communities may depend on privately owned ambulance services to provide prehospital emergency care. For the many prehospital systems, especially in rural areas, that are built around volunteer providers, public funding may be available to offset some operating costs, but local fundraising efforts are often critical, especially for purchases of ambulances or other costly equipment.
In general, hospital ED and inpatient care is provided on a fee-for-service basis (or under the prepayment or copayment arrangements of health maintenance organizations). Private insurance and Medicaid provide at least partial payment for many prehospital and acute care services. Insurance coverage of outpatient or rehabilitation follow-up care is generally limited, however. EMS agencies and hospitals, particularly trauma centers, that care for uninsured patients can incur substantial unreimbursed costs (GAO, 1991b; Mendeloff and Cayten, 1991).
In many states, EMS activities at the state and local levels are funded, at least in part, by state appropriations of general funds. The amount of such appropriations varies quite widely—from none in Virginia to about $28 million in Hawaii (NASEMSD, 1991; Emergency Medical Services, 1992). EMS can also receive state funds through specially designated appropriations. At least 18 states rely on fees or surcharges (e.g., on vehicleaign organizes national and local activities to educate parents and children about injury prevention and seeks corporate and public-sector action to promote safety and al., 199la). They generally provide care on a walk-in basis for a variety of complaints. Some operate independently; others are affiliated with nearbydetermined through questions based on instruments developed by the RAND Corporation's Health Insurance Experiment (citing Eisen et al., 1980).
